Rationale: Alcohol misuse is common in patients admitted to the intensive care unit (ICU), but there is currently no evidence-based approach to address drinking in ICU survivors.
risk of being admitted to an ICU (6) . After hospital discharge, ICU survivors with alcohol misuse have a higher risk of morbidity manifested by higher rates of early and late hospital readmission (6) . The multiple health risks of alcohol misuse in this population suggest the need to address heavy alcohol consumption in ICU survivors, although there are no data to guide the best approach.
Although the best approach to address drinking in ICU survivors is unknown, one well-described framework to address alcohol misuse in the health care setting is screening, brief intervention, and referral to treatment (SBIRT). SBIRT entails screening for alcohol misuse with a validated instrument, having a brief conversation with patients in which feedback and advice are provided, and then providing a referral to specialty treatment when necessary (1) . Over the past several decades, the effectiveness of SBIRT has been described in numerous health care settings including primary care, trauma, and emergency departments (7) (8) (9) (10) (11) . To date, critically ill patients have been excluded from these studies. This is relevant because survivors of critical illness may be distinct in several ways from patients encountered in other health care settings. Specifically, ICU survivors with alcohol misuse may be motivated to change their drinking behaviors as a result of their lifethreatening illness. Prior work suggests that, before hospital discharge, this motivation to change occurs in the context of several barriers including cognitive impairment and the presence of other psychiatric problems such as depression or anxiety (12) . However, little is known about the context in which ICU survivors make decisions about their drinking after hospital discharge.
Surviving and recovering from a critical illness provides a novel context in which to explore a patient's decisions about drinking. Building on our prior work (13) , which examined how ICU survivors with alcohol misuse approach a decision to change their drinking before hospital discharge, we conducted a qualitative study to understand the experience of ICU survivors with alcohol misuse as they transitioned from their care in the hospital to their home environment. We enrolled patients and their friends and family members and conducted semistructured interviews 3 months after hospital discharge. On the basis of this understanding, we specifically sought to identify factors that could inform a more tailored approach to alcohol misuse in survivors of critical illness.
Methods Study Design
A descriptive qualitative study design was most appropriate for this research question because this approach allowed an in-depth understanding of a person's experience (14) . We chose to do interviews 3 months after hospital discharge to give participants time to reflect on how the experience of their critical illness influenced their decisions about drinking and allow participants to explore the evolving challenges they faced in the first few months of their recovery from an acute, life-threatening illness. To gain an additional perspective on the patient's recovery and because we previously identified social networks as an important influence in this population, we also sought to enroll their friends and family members (13) .
Sampling and Recruitment
This was a purposive sample of patients admitted to one of three medical or medical/ surgical intensive care units. Patients who were 18 years or older and had an Alcohol Use Disorders Identification Test (AUDIT) score of at least 5 (women) or at least 8 (men) were screened for this study after resolution of their critical illness but before hospital discharge (15) . The three participating hospitals were all part of separate hospital systems. One was an academic tertiary care center with a dedicated 24-bed medical ICU, one was a community hospital with a mixed medical/surgical ICU, and the third was a county hospital with a 24-bed dedicated medical ICU. During the design of the study, we targeted an enrollment of 50 patients. This sample size would allow for at least 25 patient interviews when accounting for a worst case scenario of a 50% follow-up rate at 3 months.
Because delirium and cognitive impairment are common in the setting of a critical illness, we screened each potential participant with the Confusion Assessment Method for the ICU (CAM-ICU). Patients had to have a negative CAM-ICU to participate (16) . Patients who were delirious were rescreened each day until their delirium cleared or they were discharged. We excluded patients who were unable to provide informed consent, were prisoners, or were pregnant at the time they were approached for the study. In addition, patients who were unable to speak English were excluded because some of the validated study instruments were available only in English. We considered thematic saturation to be the point at which additional data collection was unlikely to yield new information. At the completion of the planned 3-month interviews, thematic saturation was reached (17) . This study was approved by the institutional review boards at the participating institutions. All participants provided written informed consent.
If patients agreed to participate, friends and/or family members were considered for enrollment if they were listed by the patient on the Important People Interview (18) . Up to two friends and/or family members were then approached for enrollment if they visited the person in the hospital. Alternatively, patients were allowed to bring friends and/or family with them when they returned for their semistructured interview 3 months after hospital discharge.
Data Collection and Semistructured Interviews
After enrollment, we collected baseline demographic and clinical information from enrolled patients and their friends/family members. To describe the characteristics of the sample, we administered validated scales to assess anxiety and depression (the Hospital Anxiety and Depression Scale [HADS]) (19) , cognitive impairment (the Frontal Assessment Battery [FAB]) (20, 21) , and alcohol consumption (the Alcohol Timeline Followback with a 90-d timeframe) (22, 23) . A cutoff of 11 was used to denote symptoms consistent with depression or an anxiety disorder on subscales of the HADS; a cutoff of 12 was used to identify cognitive impairment on the FAB (24) (25) (26) . We also collected Acute Physiology and Chronic Health Evaluation II (APACHE II) scores at baseline (27) . Follow-up visits were scheduled for 3 months after hospital discharge, at which time we conducted a semistructured interview. We attempted to conduct interviews in person at a location that was most convenient for the participants. Potential sites included conference rooms ORIGINAL RESEARCH within the hospital, the investigator's research office, and the participant's home. When it was not feasible to conduct interviews in person, they were conducted over the phone.
Each participant was interviewed separately (i.e., patients and their friend/ family members were not interviewed at the same time). Follow-up visits lasted about 2 hours, with a significant portion of time set aside to engage and build rapport with participants before beginning a digital recording. Semistructured interviews were conducted according to a guide developed iteratively by the investigators (B.J.C., J.J., K.D.R.), who are experienced in qualitative design (see Table E1 in the online supplement for interview template). The interview guide was based on our preliminary work and provided a framework for identifying subjective experiences that could inform how best to address alcohol-related problems in ICU survivors. This guide was broadly grouped into the topics of screening, brief intervention, and referral to treatment. Sufficient space was left during interviews to explore emerging themes. All interviews were digitally recorded in duplicate and transcribed verbatim. A journal and field notes were also kept to enhance authenticity.
Qualitative Analysis
We used a team-based general inductive approach that has been used previously and is described by Thomas and colleagues (13, 28) When we were able to enroll a friend of family member of a patient, interviews were analyzed as a unit to look for similarities and differences in themes. For example, we analyzed whether there were inconsistencies in the description provided by the patient when compared with their friend or family member. After each interview, investigators met to discuss emerging themes. These were shared with other investigators as clarification was needed. Each transcribed interview was then read line-by-line by two investigators (B.J.C. and K.D.R.) and emerging themes were discussed until agreement was met between the investigators. We tested and retested our emerging ideas by probing in following interviews and by sharing our emerging findings with groups that have expertise in the care of survivors of critical illness with alcohol misuse to see how our ideas resonated. These approaches in parallel enable a full and rich approach to authenticity and credibility that informs transferability of findings to other, similar individuals (29) . Emergent themes were then grouped into domains and, subsequently, into a narrative to explain how themes were connected over time. Subsequently, this was presented to investigators and modified until agreement was met. Coding and analysis were supported by Atlas.ti software, version 7.1 (Atlas.ti Scientific Software Development GmbH, Berlin, Germany).
Results
Between July 2014 and August 2015, a total of 199 patients were eligible for the study. Of these, 63 were excluded because they did not speak English, 40 declined to participate, 38 were unable to provide informed consent, and 8 were prisoners. A total of 50 patients and 22 friends/ family members were enrolled (Table 1) ; 10 patients had a family member or friend who was coenrolled and 6 patients had two family members or friends.
The average APACHE II score was 23, which correlates with a predicted hospital mortality rate of 40%. At baseline, 15 patients (30%) had symptoms consistent with depression and 22 (44%) had symptoms consistent with an anxiety disorder; baseline scores were 10 (IQR, 7-14) on the anxiety subscale and 8 (IQR, 5-12) on the depression subscale. At baseline, 14% had cognitive impairment. The average AUDIT score was 27, suggesting that the average patient had a moderate to severe alcohol use disorder. Of the 50 enrolled patients, 7 (14%) died before their 3-month follow-up visit and 30 of the patients (70%) who were alive completed the follow-up; 37% of patients were abstinent and 26% had received at least some alcohol treatment. Of 22 family members, 17 completed the 3-month follow-up interview.
Interviews were conducted between November 2014 and November 2015, with an average duration of 26 minutes (range, 12-50 min) for patients and 25 minutes (range, 15-36 min) for family and friends. Overall, the perspective of friends and family members corroborated the experience of patients; there were no unique themes based on the perspective of friends and/or family. Patients' experience could be divided into three domains that may inform a specific alcohol intervention for ICU survivors with alcohol misuse, each with multiple themes: motivation with complications (Table 2) ; therapeutic alliance (Table 3) ; and return to the home milieu (Table 4) .
Motivation with Complications
As patients thought about changing their drinking, many were highly motivated to change but decisions about their drinking were also colored by preexisting anxiety and depression followed by a period of delirium and/or cognitive impairment. For nearly all of the patients with anxiety or depression, symptoms preceded their hospitalization and were cited as a major factor that drove heavy drinking.
"I was depressed.and drinking made me feel good. I can't imagine why anybody would want to drink if they weren't depressed."
For many patients, the experience of a sudden catastrophic illness then catalyzed a desire to change their drinking. This decision often occurred without input from or discussion with others.
"When I was at the house bleeding.bleeding out. I said to myself-God, if I make it through this, I'm never taking another drink. And I knew. You know, pretty much, I think you [know] ." A patient's hospital course was frequently complicated by the development of delirium followed by a period of cognitive impairment. The experience of delirium significantly hampered a patient's ability to discuss his or her drinking.
"It was very disorienting.I didn't know if it was night or day. I had all these scenarios going on in my mind about what was going on and the light rail was going through the halls and I thought there was a bar in the basement.the delirium was so overwhelming that it seemed secondary to be yapping about alcohol."
As delirium resolved, patients developed cognitive impairment. Many described not recalling significant periods of time during their hospitalization.
"I mean even to this day I still have huge blanks and I rely on what other people told me happened."
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As patients then began the process of recovery from their critical illness, many of them were able to describe conversations that they had with providers about their drinking.
Therapeutic Alliance
Many patients had already decided that they wanted to stop drinking, although some remained unsure whether they would resume their drinking after hospital discharge. Regardless of how motivated patients were to change, they were willing to discuss their drinking with a provider. However, patients emphasized that they wanted their autonomy preserved in the context of these conversations. In the context of wanting their autonomy respected, patients and their family members universally described conversations that focused on making a connection between continued heavy alcohol consumption and the risk of death. These conversations occurred without an attempt to understand the patient's knowledge regarding the risk of heavy alcohol consumption. The result was the failure to build a good working relationship based on mutual trust, optimal communication, and cooperation. This relationship is commonly referred to as a therapeutic alliance (30) . Despite not making a connection with providers, several participants described the opportunity to build this therapeutic alliance.
Return to the Home Milieu
As patients were thinking about changing their drinking, they transitioned back into a milieu at home that included varying types and levels of social support combined with challenges engaging with alcohol treatment (when desired). Some patients did not have their comorbid problems with anxiety or depression identified or addressed as they were preparing for hospital discharge. This occurred despite patients' willingness and openness to discuss concerns about their mental health. One challenge to sobriety during the transition home was returning to a social network that supported drinking.
"Oh yeah, I was thinking about changing my drinking but then you hang around all these people.and it gives you the urge to drink. I got a lot of friends that drink. So most of the people out there are just like me."
Other patients were met with social isolation.
"The first drink I had [after being discharged] was mostly because I was lonely. And I ended up wanting to go to the bar. Cause, geez, you can only sit in your apartment for so long."
Many patients with social networks that supported drinking also had access to a 
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social network that supported abstinence. This social network could and did facilitate change and even entry into alcohol treatment for some. However, prior conflict between the patient and the members of this social network could serve as a barrier reengaging relationships with friends or family members who promoted abstinence.
"My parents don't drink. My sister doesn't drink. So that's kind of our dynamic. They stopped it and I kept it going. So, I mean that's a lot of pressure.it's hard."
Many patients seeking treatment were frustrated by a perceived lack of available treatment.
"So, they suggested that I go to [a detox center]. And I've never been to a detox center before. And so I said yes. And so I went there. It wasn't good. I wanted to improve myself. Actually, there were no counselors. It just seemed like everyone was going to sleep and just trying to get over whatever drug or alcohol or whatever they were on. So, the only plan was to be sober."
Other participants described multiple barriers to entering available treatment including not meeting the criteria for a treatment program, long wait lines, difficulty navigating various treatment options, and financial barriers. For many, the only perceived resource available to help them with their drinking was Alcoholics Anonymous (AA). Several participants had attended Alcoholics Anonymous meetings in the past and did not feel that it helped them or had a negative experience.
"When you go to AA, all you do is just sit there and listen to other people's problems. And.their problems don't mean nothing to me. I need help with the.drinking."
Discussion
In this qualitative study of ICU survivors with alcohol misuse, we sought to understand patients' experience as they transitioned from the hospital to home in an effort to tailor approaches to alcohol misuse in this unique and unstudied population. By interviewing ICU survivors and their friends or family members 3 months after hospital discharge, we identified themes that suggest SBIRT is unlikely to be an effective paradigm to address alcohol misuse in ICU survivors because it is delivered at a time when patients may be cognitively impaired, may fail to build a therapeutic alliance, and does not continue after hospital discharge. However, based on our findings, we may be able to more effectively tailor an intervention for ICU survivors with alcohol misuse.
The delivery of brief interventions to acutely ill patients is popularly described as a "teachable moment" (31) . This description implies that patients have a knowledge deficit; that if providers can only teach patients that their heavy drinking is responsible for their acute illness, patients will want to stop drinking. Our insights into the motivation of survivors of critical illness uprooted this commonly held notion in that patients had already connected their illness to their heavy drinking. This observation is consistent with prior studies demonstrating that patients with more severe alcohol misuse perceive that they have more problems related to their drinking (32) . Although it is still ideal to begin an alcohol intervention for survivors of critical illness in the hospital, this intervention would ideally occur in the window between resolution of delirium and cognitive impairment and hospital discharge.
One way to extend beyond the simple exchange of information is to build a therapeutic alliance, which is the foundation for any intervention targeting health behavior change (33) . A strong therapeutic alliance is associated with better outcomes in the context of alcohol treatment (34) but may be difficult to develop in the context of a critical "We think he is depressed.So we believe that he was self-medicating with alcohol."
Critical illness as a catalyst
Patients describing the moment that they decided to stop drinking: "I seen my son. He finally came to visit me and my stepson came to visit me. Again, and they was sitting there crying. 'Cause they thought I was going to die."
"When you put 2 pints of blood and you are bleeding internally and he's had all these tests, I think that scared him. But I think what really scared him into saying and thinking he shouldn't be drinking anymore was when he had to have the fluid drained from his stomach. And there were 3 bottles of fluid in the room with him. And it is the first time.we came back after it was done and you could see that he was visually upset."
"I think when I woke up from one of the procedures that they did in my throat and I saw my wife. But I couldn't speak, cause they had done something in my throat.But she just looked so distraught." Delirium and cognitive impairment "And then I don't really remember going back to the hospital.I thought they had equipment in the hospital in Leadville that they didn't have [at this hospital]. And when we got there and they didn't have the equipment we had to go to Crested Butte."
Family describing an abstinent patient after discharge: "So, I don't know that some of the conversations we had with ____, because he was in the condition he was in, I don't know that he ever actually got that through his head. Now he's much more clear about his thinking. I mean we can see it. He is different from then to now." "I remember them wanting to talk to me about my drinking and I remember feeling that they were trying to blame everything on the drinking. And that pissed me off."
ORIGINAL RESEARCH illness (30) . Importantly, the therapeutic alliance is a teachable skill (35, 36) . For example, motivational interviewing is commonly used to discuss health behavior changes such as alcohol misuse and contains a core set of skills deliberately aimed at developing a therapeutic alliance (37) . Given the complexity of critical illness and the concomitant delirium and cognitive impairment, it is unlikely that a patient could develop the necessary therapeutic alliance in the single, brief sessions typically used in SBIRT. Therefore, we propose that an intervention should begin in the hospital, be delivered by the same person, and continue after hospital discharge. Navigating the transition from hospital to the home milieu while this therapeutic alliance builds would be the final focus of a tailored intervention. One major challenge for patients as they transitioned home was being reexposed to friends and family who promoted drinking. The influence of social networks on alcohol consumption is well described in the context of alcohol use disorders (38) , and addressing changes in social networks as part of alcohol treatment is neither novel nor specific to ICU survivors. Although providers should be aware of the opportunity to realign social networks to promote abstinence, a more practical consideration might be to screen for comorbid psychiatric problems. Anxiety and depression were common in this sample with HADS scores higher than what has been reported in the literature for general ICU patients at a similar point in their recovery (25, (39) (40) (41) (42) (43) (44) (45) . Psychiatric problems were identified as a cause of drinking by many patients, and psychiatric comorbidities are associated with a higher risk of death or rehospitalization in ICU survivors with alcohol misuse (46) . A final consideration would be to focus on helping patients match their desired treatment with the treatment that is available in the community. Although treatment options may be limited for some, there are options available for many patients. Breaking down the barriers between inpatient medical care and alcohol treatment may be an important final step in the navigation process.
Although we were able to identify factors that could lead to a more tailored approach to alcohol misuse in ICU survivors, there were limitations to this study. First, this was a convenience sample. We were not investigating differences in the themes based on variables such as race and sex. Therefore, it is possible that we failed to identify themes that pertain only to undersampled populations of patients. Second, it is possible that patients who did not want to change their drinking selectively did not enroll in this study. Although this likely occurred to some extent, more than one-half of patients continued to drink at the time of their follow-up visit, so we were able to obtain the perspective of some patients who were not as motivated to change. "I think a visit-a face to face visit. Whether it be with volunteers who are former alcoholics who can relate to his issues. Or whether it be through social workers. Somebody has to take him by the hand and take him where he needs to be." "I wish there was somebody, I guess, you could contact.that you would have a direct number to. That you could contact, if something in your mind was going on. That you would call them directly and they would be there to either return your call, and say hey, you want to come in and talk for a bit?" "I think he just needs a bridge. He is on this side and he doesn't have the bridge to that side."
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Third, we enrolled patients during their hospitalization at a time when their delirium or cognitive impairment had improved to such a point that they could provide informed consent. It is likely that we selectively did not enroll patients who were discharged to long-term acute care or skilled nursing facilities. Therefore, the physical impairment that is well described in ICU survivors did not arise as a major theme in our study (47, 48) . This contrasts with a previous qualitative study of ICU survivors with alcohol misuse in which participants were approached for enrollment 3 to 7 months after discharge from the hospital (49) . It is possible that physical impairment plays a larger role in decision making for some ICU survivors with alcohol misuse. Finally, this is a qualitative study and the result should be viewed as hypothesis-generating. Our findings should inform an intervention that is tested in a clinical trial to demonstrate efficacy. n Author disclosures are available with the text of this article at www.atsjournals.org. "But I think by the end of [her hospital stay] she wanted to drink. So, her sister brought her home, but she didn't want to stay there. She wanted to go back to where she was and they are drinkers there. They drink." "A drunk can't be in charge of a drunk. So, she needs to eliminate that guy.from her life." Social isolation "The first drink I had [after being discharged] was mostly because I was lonely."
"She was very distant. She wouldn't come to our house anymore. She used to. And there were times even after his-my husband's mother and hers-passed away that she would come over and visit us every once in a while. But nope, she wouldn't want to do that. She didn't want us to come over."
"There is a loneliness factor. I live alone. I mean I don't even have a goldfish, you know?"
Social network support for abstinence "He just said, 'Grandma, you know you were going to die. And if you drink again, you are going to. And we don't want to lose you.'" "I'm not being an enabler to my uncle.You know I go see him or help him or whatever. But when it comes to alcohol I don't bring it around him. Don't go get it for him. I don't have no part in doing it at all. I see him drink. I can't stop him but I don't enable him."
"Mostly my girlfriend. She is the one that makes me not want to drink. She is the one that inspires me not to drink." Lack of available/affordable treatment "[Treatment] kept me sober for a long time, you know. They are just.I don't know, geographically undesirable at this time."
"Well, treatment is very difficult for families like theirs, because they barely make it month to month, check to check. So for him to be in treatment means he is not making money." Negative experiences with Alcoholics Anonymous "AA is so depressing, all you want to do is go have another drink."
"He couldn't do the 12 Step thing. That was one thing he could not.He says I'm not that kind of person." "But.when you go to AA, all you do is just sit there and listen to other people's problems. And then.their problems don't mean nothing to me. I need help with the alcohol drinking. AA is no good."
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